A VENTRICULAR ANEURYSM due to coronary occlusion is not a rare pathologic entity. It was first described by Hunter' in 1757, and Sternberg2 was the first to appreciate the concept of chronic aneurysm and reported the first cases during life. With the development of roentgenology and contrast technics, the disease has become clinically diagnosed niore and more frequently. The incidence has varied between 8 and 22 per cent of all myocardial infarets, depending upon the criteria given by the authors.3 4 The sex incidence has been predominantly male, similar to the ratio in myocardial infaretion.
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The prognosis has been grave,. with a mortality of 73 per cent within the first 3 years after the initial infaret and rose to 88 per cent in the next 2 years.5 This grim outlook for the left ventricular aneurysm after infaretion is in sharp contrast with coronary occlusive disease without aneurysm formation. Master and co-workers6 found 50 per cent survivals 5 years following the initial infaret, and large numbers of patients were completely rehabilitated. The most frequent cause of death fronm left ventricular aneurysms has been congestive heart failure.5 DeCamp7 first reported a significantly reduced cardiac output in a patient with ventricular aneurysm after infaretion. Unfortunately, his patient succumbed after surgery.
A high incidence of mural thrombi has been
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Supported by research funads from the Graduate School, University of Minnesota, the Minnesota Heart Association, the Life Insurance Medical Research Fund, the National Heart Institute (grant H-830), U. S. Public Health Service, and Donors to Minnesota Cardiovascular Surgical Research Fund. 206 fouiid at postmortem examination.8' 9 An assoeiation of increased coagulability of the blood and coronary thrombosis has been investigated. Acceleration of the blood coagulation among patients with ventricular aneurysm has been reported with reversion to normal coagulograni following a surgical treatment.'0 Sudden death due to systemic embolism has been second in frequency to congestive heart failure, being clinically observed in about 50 per cent of all the patients suffering from a ventricular aneurysm and the main cause of death in 21 per cent.5 Systemic hypertension and early ambulation" have been emphasized as factors contributing to aneurysm formation after the initial attack.
The grave prognosis, high mortality, stormy course, and ineffective medical treatment have recently attracted more attention because successful surgical correction has become feasible with low operative mortality and a rather promising long-term course. The purpose of this study is to report our experience with chronic left ventricular aneurysm after infaret surgically treated with extracorporeal circulation. Postoperative observation now extends from 6 to 36 months after surgery.
Five patients were considered for surgery since 1958 and all were accepted for surgical treatment (table 1) .
Case Reports teehnic. Later, in 1958, he added an additional six patients in whom the same procedure was donte with an operative mortality of 14 per eenit. He More attention should be given to this relatively common complication after infaret because excision under temporary heart-lung bypass is a safe and feasible approach.
